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F . Recklinghausen (1891) describes two cases in the chapter of "deformans 
fibrous osteitis". H . J . Jaffe (19ЗЗ) reports the congenital character of the illness. 
Weil (1922) describes precocious sexual maturation and bone fractures. V . T . 
Brajtzev (1928) first speaks about a dysplastic process of the "fibrous tumour". 
F . Albright et al. (1937) describe a syndrome with disseminated fibrous osteitis, 
pigmentation and endocrine disorders, with precocious sexual maturation in fe­
males which develops in early infancy. L . Lichtenstein (1938) distinguishes the 
illness as a separate nosological unit. Then L . Lichtenstein and H . L . Jaffe (1942)" 
analyzed 67 literature cases and 23 own patients. They called it "fibrous bone 
dysplasia" and proved that it was possible that not only many bones but also a 
single one could be affected only. 
Osteofibrous dysplasia (OFD) is not a very rare skeletal malformation. 
J . E . Pritchard (1951) collected in the literature available a description of a to­
tal of 256 patients during a 20-year period. M. V . Volkov (1973) describes 115 own 
patients and suggests that OFD presents 6, 7 per cent of any tumour-like skeletal 
diseases. In this paper we present a total of 31 patients which are observed during 
a 25-year period. There are 14 males and 17 females. No familiality and heredity 
signs were observed in our patients. In 15 cases there was a monosseal localization 
and in 16 ones a polyosseal localization of the disease. Lower limbs were more 
frequently affected. Most commonly the metaphysis zone is the initial localiza­
tion of the process. The femur is affected in 10 patients, the tibia or fibula in three 
ones and the mandible and humerus in one patient each with monosseal form of 
the disease. 
The polyosseal form is characterized with osteofibrous foci located axially, 
radially or mixedly with a tendency towards affection of one leg, one side of the 
body and more rarely — diffusely of many bones. A symmetric involvement of 
the limbs is a rarity and a crossed localization in an upper and lower limb is a 
white crow. Concerning our 16 cases with polyosseal form the femurs are most 
often involved. 17 tigh bones are affected in 13 patients which are combined with 
crural bone lesions in 8 cases. In single cases costae, mandible, humerus, pelvic 
bones, antebracium, metacarpal bones, and cranium are affected. More than 
4 skeletal bones are involved together in 8 of the cases with polyosseal form of 
the disease. 
Clinically, the onset is commonly imperceptibly, bit by bit with scanty anam­
nestic data. Later on clinical symptoms become various and depend on many fac­
tors: how many and which bones are affected; how old is the patient; in which 
form and to which extent is advanced the osteofibrous process. In single cases 
the course of the illness is slow and it can be inapparent, therefore, to be diagno­
sed occasionally by X-ray examination. 
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Pain was the initial sign of the disease in more than the half of our patients. 
Deformity of the bones involved is a characteristic pattern of the illness. It was 
established in 23 patients. Deformity was expressed by thickening and excentric 
swelling of the bones affected, bone deviation which ccr_ be arch-shaped, "S"-
shaped, angular.or in different directions (fig. 1). 
Fig. 1 Fig. 2 t 
The shortening or elongation of the legs presents a serious s ymptom of the 
illness. The shortening is a result from bent bones, the disturbance of the growth 
of bones affected and from the incorrect knitting together of the pathological 
fractures. 
X-ray examination is required for diagnosis and localization of the process 
as well as for its evolution follow-up. Roentgenographs of many or even of all 
skeletal bones are often necessary. Pathological foci develop excentrically towards 
the longitudinal bone axis while the process expands in diaphysial direction and 
epiphyses remain intact. In advanced cases the medullar channel is filled with 
cyst-like and sclerotic areas. The bone thickens there and sometimes bends, shor­
tens or lengthens. The corticalis wears thin, swells but does not interrupt thus a 
periosteal reaction is prevented. 
The macroscopic morphological characteristics of the disease is determined 
by the disturbed bone formation with suppression of bone development at the 
stage of fibrous tissue. E . Y a . Pankov et al. (3) describe four kinds of pathologi­
cal tissues: fibrous, osteolytic, cystous, and cartilaginous tissue. However, these 
forms can differ in single areas of one and the same focus or in various skeletal 
foci. The affected region of the bones varies and can reach 20—26 cm and more 
(4). The fibrous-dysplasic tissue is easily distinct, solidly elastic, whitish-greyish 
in colour, it can be cut by knife and curetted by curette. In certain places fibrous 
and cartilaginous tissues can be observed sometimes with bone lamellae. 
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The histological picture shows the presence of an inadequate osteoblastic tis­
sue that is able to form bones but not to mature. There is a fibrous-fibrillar connec­
tive tissue rich in fusiform cells with disorderly forming, often similarly to whirl­
pool. Some primitive bone beams can be seen, too. Sometimes there are giant 
cells, foamy cells, and cartilaginous cells. The histological examination of the 
skin spots reveals melanin accumulation mainly in the growing skin layer. 
OFD should be differentiated from osteoplastoclastoma, adamantinoma, 
essential cysts, Ollier's disease, Paget's disease, and so on. 
The treatment of OFD is more seldom by using of conservative means and 
roentgenotherapy. The surgical treatment is the main one at the present time. 
We are upholders of the active removal of the pathological tissue at the early stage 
of the disease followed by filling the cavity with homo- or auto spongious or 
bone tissue. By this way the progress of the illness is stopped. The swelling and 
bending of the bones is inhibited which results in prevention of pathological 
fractures of the affected bones. However, when the patient is hospitalized with 
already deformed bones a correction of these bones is required (fig. 2) followed 
by analysis and osteosynthesis of the pathological fractures. In single cases a par­
tial or segmental resection of many deformed regions and their replacement with 
larger bone transplants is necessary. Concerning the monosseal fibular OFD that 
is a rare and characteristic form for this bone the healing of the patient is due to 
the performed subperiosteal bone resection together with the pathological area. 
The amputation remains the last precaution in case of sarcomatous degeneration. 
We can conclude that the results from the treatment of our cases are excel­
lent after excochleation, resection of the process and filling with bone in 8 chil­
dren with monosseal OFD diagnosed under school age, located in the upper part, 
of femur, tibia, and fibula as well as in one boy where the pathological process is 
located in the femur and tibia both. The control roentgenogram 5—10 years af­
ter the operation demonstrates a normal bone. The results from paliative osteo­
tomies show an improvement of patient's state, too. 
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ОПЕРАТИВНОЕ ЛЕЧЕНИЕ ОСТЕОФИБРОЗНОЙ ДИСПЛАЗИИ 
К. Карчинов 
) 
Р Е З Ю М Е 
Представлены результаты лечения 31 больного остеофиброзной дисплазией за 25>лет-
ний период. Из всех пациентов у 15 была моноосальная форма. а у 16 — полиосальна я фор­
ма болезни. 
Основное лечение состоит в оперативном удалении патологического очага в раннем 
стадии заболевания и в заполнении полости костной тканью. В случае деформации необхо­
дима остеотомия с целью алинации и остеосинтеза затронутых частей. Лечение посредством 
остеосинтезирования может проводиться и при патологических переломах. При больших 
деформациях рекомендуются сегментированные резекции деформированных участков с 
использованием костной бляшки. При увреждении малоберцовой кости субпериостальная 
резекция затронутого участка приводит к излечению больного. Ампутация применяется 
лишь при саркоматозной дегенерации. 
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